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The Gender Gap in Heart Disease: 
Lessons From Eastern Europe

| Gerdi Weidner, PhD, and Virginia S. Cain, PhDWhy are men more suscep-
tible to heart disease than
women? Traditional risk fac-
tors cannot explain the gender
gap in coronary heart disease
(CHD) or the rapid increase in
CHD mortality among middle-
aged men in many of the newly
independent states of Eastern
Europe. 

However, Eastern European
men score higher on stress-
related psychosocial factors
than men living in the West.
Comparisons between the
sexes also reveal differences
in psychosocial and behav-
ioral coronary risk factors
favoring women, indicating
that women’s coping with
stressful events may be more
cardioprotective. 

Men’s greater susceptibility
to heart disease, particularly
observable in many Eastern
European countries, poses
unique threats to public health
and points to solutions in the
behavioral and social arena.
(Am J Public Health. 2003;93:
768–770)

DECLINING LIFE
EXPECTANCY IN
EASTERN EUROPE

DURING THE LAST DECADE,
life expectancy has been continu-
ously increasing in the United
States and many Western Euro-
pean countries. By contrast, life
expectancy in many of the newly
independent states of Eastern
Europe has declined during the
same time period. For example,
Notzon et al.,1 who examined
mortality data for women and
men for the years 1990 to 1994,
noted that life expectancy for
Russian men decreased from
63.8 to 57.7 years; for women,
life expectancy decreased from
74.4 to 71.2 years, resulting in
the widest gender gap in mortal-
ity (13.5 years) anywhere in the
industrialized world. 

A more recent World Health
Organization report on healthy
life expectancy (a measure of life
expectancy adjusted for disabil-

ity) confirms that “Russia has
one of the widest sex gaps in
healthy life expectancy in the
world: 66.4 years for women at
birth, but only just 56.1 years
for men.”2(p1688) Furthermore, the
outlook for the future in Eastern
Europe remains bleak, especially
for men: on the basis of data
from the Global Burden of Dis-
ease Report, no change—or a
further decrease—in life expect-
ancy at birth among men of the
“former socialistic economies” of
Europe is expected for 2020. In
contrast, women’s life expect-
ancy is projected to remain un-
changed or to increase in the
same countries between 1990
and 2020.3

The most striking feature of
the health crisis in many Eastern
European countries is that it has
not affected those groups consid-
ered especially vulnerable, such
as children and the elderly, but
instead those of working age,
particularly middle-aged single

men.4 Furthermore, the transi-
tion period has not affected all
countries in the same manner. In-
creasing income inequality ap-
pears to be associated with some
of the differences in health de-
cline between countries: on the
basis of data from Russia,
Ukraine, Bulgaria, the Czech and
Slovak Republics, Hungary, Ro-
mania, and Poland between
1988 and 1996, it was Russia
and Ukraine that had the largest
increase in income inequality;
Poland, the Czech Republic, and
Hungary showed the most mod-
est increase. Interestingly, the de-
cline in health has been most
pronounced in Russia and
Ukraine and least in Poland, the
Czech Republic, and Hungary.5,6 

HEART DISEASE AND LIFE
EXPECTANCY

The number one cause of the
health decline in Eastern Europe
appears to be a dramatic in-
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Source. Adapted from a report by the National Center of Health Statistics.8

FIGURE 1—Age-Adjusted Russian Mortality Rates for Selected Causes of Death, by Sex: 1990–2000.

crease in heart disease (primarily
coronary heart disease [CHD]),
which has assumed epidemic
proportions.7 This epidemic is il-
lustrated in Figure 1, which
shows age-adjusted Russian mor-
tality rates for selected causes of
death for the years 1990–2000.
As can be seen, the increase in
deaths owing to diseases of the
heart has been especially pro-
nounced among men. Conclu-
sions from several reports on de-
terminants of this cardiovascular
disease epidemic in Eastern Eu-
rope have been disheartening.
Because this epidemic is greatest
among middle-aged men, it is un-
likely that level of health care
provision or environmental haz-
ards (specifically air pollution),
which would have affected
everyone (particularly the young
and very old), contribute much
to the divide in mortality be-
tween Eastern Europe and the
West.9

Comparisons of traditional
coronary risk factors and lifestyle
variables (i.e., plasma cholesterol

and blood pressure levels, obe-
sity, tobacco use) between East-
ern and Western Europe have
not offered convincing explana-
tions either.10 For example, dif-
ferences in traditional risk factors
(including smoking) were mini-
mal and often inconsistent in a
comparative study of 50-year-old
Swedish and Lithuanian men,
the latter of whom were 4 times
more likely to die from CHD
than their Swedish counterparts.
However, differences in psycho-
social coronary risk factors11

were striking: Lithuanian men re-
ported more signs of psychoso-
cial stress and social isolation,
less effective coping and self-
esteem, and more vital exhaus-
tion and depression than
Swedish men.10

THE GENDER GAP IN
HEART DISEASE

A similar pattern of findings
emerges when the gender gap in
heart disease is considered. Al-
though men generally develop

the disease earlier than women,
differences in male-to-female
mortality ratios between coun-
tries are larger than those be-
tween the sexes within a country,
suggesting that “male anatomy is
not destiny,” at least in regard to
heart disease.12 Gender differ-
ences in traditional risk factors,
such as smoking, obesity, hyper-
tension, high plasma total, and
low high-density lipoprotein cho-
lesterol (typically less favorable
among men) explain only 40%
of the variation in the gender ra-
tios of CHD mortality in 24
countries (including Russia,
Lithuania, and Poland).12 Unfor-
tunately, similar analyses using
psychosocial coronary risk fac-
tors are unavailable. 

It is conceivable that the vari-
ables distinguishing Lithuanian
from Swedish men may also ex-
plain some of the variance in gen-
der ratios in CHD. For example,
men report less available social
support from fewer sources than
women. At first glance, gender
differences in distress and depres-

sion appear to favor men. In most
studies, women report more de-
pression than men (however, this
is not consistently found in popu-
lations where women and men
have similar roles, such as in uni-
versity settings).13 Although men
tend to report less depression,
they may be coping with depres-
sion less effectively than women.
Men are more likely to use avoid-
ant coping strategies, such as de-
nial, distraction, and excessive al-
cohol consumption, whereas
women are more likely to employ
vigilant strategies, accepting de-
pression as a disorder to be
treated.14,15

Similarly, research on how
people cope with disasters (e.g.,
hurricanes and tornadoes) sup-
ports the notion of men’s mal-
adaptive coping. Increases in
alcohol consumption and depres-
sion were related to personal
disaster exposure among men,
whereas no such direct relation-
ship was evident among
women.16 Thus, when faced with
stress, men seem to engage more
in behaviors consistent with the
stereotypical concept of mas-
culinity.17 These behaviors, in
turn, may contribute to their
greater susceptibility to CHD. By
contrast, women’s coping with
severe stress (e.g., asking for
help), which reflects a more tra-
ditional feminine style, may be
cardioprotective.

These same coping styles are
likely to play a role in the gender
gap in health decline in Eastern
Europe, where men are faced
with the disruption of traditional
male roles (e.g., breadwinner and
provider), having to cope with
sudden and unexpected economic
uncertainty (e.g., job loss), and the
breakup of social relations, as well
as the stigma associated with the
need to ask for help or turn to
one’s social network for support.
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Consequently, interventions solely
aimed at reducing traditional cor-
onary risk factors are unlikely to
have a dramatic impact on the
cardiovascular disease epidemic
in Eastern Europe. Rather, behav-
ioral interventions designed to in-
crease social support, decrease de-
pression, and improve lifestyle
behaviors and coping skills ap-
pear to be more promising venues
for prevention. Considering that
these psychosocial factors are dif-
ferentially linked to notions of
masculinity and femininity, the
design of gender-specific interven-
tions may be required to yield ef-
fective outcomes.

PUBLIC HEALTH
CHALLENGE

The increase in mortality ob-
served in Eastern Europe came
about as a result of enormous so-
cial and economic change occur-
ring over the past 15 years and in-
dividual responses to the turmoil.
The speed with which mortality
rates changed, especially for mid-
dle-aged men, clearly point away
from a biological or genetic expla-
nation for the changes that oc-
curred. Rather, an explanation
may be found by looking at the
social context of people’s lives dur-
ing a period of great social unrest
and examining their responses to
it. Thus, solutions need to be
sought in the behavioral and so-
cial arena. The coping strategies
frequently employed by women,
such as relying on a network of
social support and seeking treat-
ment for depression, seem to have
a health-protective effect. 

The challenge for public health
officials is how to translate these
results into interventions that can
be used across large populations
experiencing dramatic social
change. Both individual- and soci-
etal-level approaches to preven-

tion should be implemented. Be-
cause adult men have been iden-
tified as a group at high risk for
adverse health outcomes, they
should be targeted for interven-
tion during all interactions with
the health care system. The pro-
vision of preventive strategies for
stress reduction and alcohol man-
agement should be a regular part
of health care for those at highest
risk. At a societal level, policy-
makers need to consider the im-
pact of the widespread declines
in income resulting from political
turmoil18 and the extent to which
these changes result in income in-
equalities within the society and
the resultant effects on health.19,20

In addition, postcommunist
health financing reforms, particu-
larly in Russia, led to a complex
decentralized system of health in-
surance that was applied un-
evenly in the population.21–23 Re-
cent efforts to provide health care
to the population have focused
on the balance of access to care
and the funds and administrative
structure to support it.24

The experiences of Eastern Eu-
rope should serve as an important
example of how societal-level
change can influence the health of
a population. In the future, by an-
ticipating the health effects that ac-
company social and economic
change, public health and other
government officials can be pre-
pared to intervene to protect the
health of the population prior to
observing catastrophic health ef-
fects similar to those seen in many
Eastern European countries.
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